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Introduction due to unacceptably high operative risk. Comorbidities
and factors that influenced our decision to consider
External mesh wrapping is an old idea practised long mesh-wrapping are shown in Table 1. All operations
were performed by a single surgeon using a transversebefore the first successful abdominal aortic aneurysm
(AAA) repair. In recent years, with the advent of abdominal incision. The aorta was exposed proximally,
distally, and on both sides, but no attempt was madeendovascular surgery, this technique is mainly of his-
torical interest. However, not all aneurysms are suit- to mobilise the posterior aspect of the aneurysm from
its attachment to the anterior longitudinal ligament ofable for endovascular repair. Occasionally, vascular
surgeons are faced with the dilemma of a patient the spine. The lumbar and inferior mesenteric arteries
were left undisturbed. A sheath of Marlex mesh wasdeemed unfit for open repair and an aneurysm un-
suitable for endovascular repair. The option they have used to wrap the anterior and lateral aspects of the
aneurysm and stitched down on the sides of the an-then is to opt for no operation at all, or consider less
invasive alternatives. In this report we present a single terior longitudinal ligament with interrupted sutures.
The peritoneum was then closed over the top of thesurgeon’s experience with external mesh wrapping of
AAAs. mesh. Postoperatively, patients were followed up in
the outpatients department.
Material and Methods
Over a 12-year period (1988–1999), 10 patients (six Results
men and four women), with a mean age 74 years
(range 68–82 years) underwent mesh wrapping of their The average operation time was approximately 1 h.
AAAs. During the same period 140 patients underwent The mean blood loss during the procedure was 150 ml.
conventional open repair. The mean maximum dia- No patient received blood transfusion. There was only
meter of the aneurysms was 7.4 cm (range 5.5–10 cm). one intensive care unit admission postoperatively. This
None were suitable for endovascular repair and eight was due to respiratory failure in a patient with severe
had a suprarenal extension. Seven patients were de- chronic obstructive airways disease. The mean hospital
clined conventional repair mainly on medical grounds stay was 8 days. One patient died of rupture in the
perioperative period, on the 4th postoperative day.
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Table 1. Risk factors and technical problems influencing the operation. Today, we would consider patients unfit
decision to mesh-wrap rather than repair the aneurysm in the 10
for conventional repair as candidates for endoluminalpatients.
grafting. But what can be done with those unsuitable
n for endovascular repair? There is a difficult choice
between no operation and other less invasive al-Severe ischaemic heart disease 6
Hypertension 6 ternatives, especially in anxious patients who often
Cerebrovascular disease 1 perceive their aneurysm as a “time-bomb”. Extra-Peripheral vascular disease 3
anatomical arterial reconstruction with complete ex-Severe chronic obstructive airways disease 3
Renal impairment 2 clusion of the aneurysm by ligation of the common
Chronic liver disease 1 iliac arteries and a coil embolisation is one of theseResection technically difficult 3
options and appears to be more effective when com-Suprarenal extension 8
Aortic cross-clamping not tolerated 1 plete embolisation is documented by decreased an-
eurysm size.2 At least eight of our patients were not
suitable for such procedure, as their aneurysms ex-
tended above the renal arteries. Whether external12, 16, 18, 23, 35, and 48 months, respectively. Post-
wrapping does alter the outcome in patients withmortem examination was undertaken in only two
unresected AAAs and a potential gain in longevity forbut the remaining five patients died in circumstances
the individual can be achieved is unclear. The decisionsuggestive of AAA rupture. The eighth patient died 5
to offer wrapping to the minority of these high-riskyears later from rupture of a left iliac aneurysm which
patients who are unsuitable for any other treatmentwas not present at the time of initial operation. Finally,
is, therefore, controversial and a matter for ethicalone patient is alive 54 months following the procedure.
debate. The majority of surgeons would argue that with
such poor results and doubtful benefits, the procedure
should no longer be performed and, wrapping may
Discussion also precipitate rupture. An increased rate of AAA
rupture after a major unrelated operation has beenCircumferential wrapping of the aorta with or without
previously reported by several authors.3 Some pos-preservation of the lumbar and inferior mesenteric
tulated that the enhancement of collagen lysis may bevessels, otherwise known as “external grafting”, re-
the cause of this problem. In this series, we had twoinforces the aortic wall by circumferential synthetic
early ruptures, 4 days and 5 weeks after the procedure,prosthesis and does not rely only on the uncertainty
respectively. Perhaps, the outcome of these twoof scar tissue formation. However, this is a technically
patients would have been different had they beendemanding and time-consuming procedure, and, in
treated expectantly. One other interesting observationour opinion, patients unfit to undergo standard graft
is the fact that wrapping may also modify the site andrepair of their aneurysms are probably also unfit for
characteristics of rupture. Most aneurysm rupturesexternal grafting. We were able to identify only one
occur in the middle third where the diameter isother report in the literature of “subtotal” mesh wrap-
greatest.4ping for AAAs, that of Bos and Biemans.1 The tech-
Whether endovascular AAA repair is a realisticnique does not immediately produce a tight fitting
option in unfit patients is another issue for debate.non-expansile sheath for the aneurysm. The mesh
The EUROSTAR data show that more than 20% ofsupports the aneurysm at its maximum diameter, pro-
these high-risk patients die within 1 year, and probablyvokes an intense foreign body reaction and is infiltrated
do not benefit from aneurysm repair.5 This issue isby fibrous tissue within 6 weeks. Not surprisingly, the
currently being addressed by the EVAR 2 trial in theaneurysm is not supported posteriorly and, at least,
U.K. Until the results of this study are known, cautionin the early stages, at its cranial and caudal end.
should be taken when considering endovascular repairWrapping does not prevent aneurysm rupture. This
in high-risk patients. Furthermore, the design of aortichas been well known for years and confirmed once
stent-grafts with side branches extending into renal,more by the disappointing results of this study. Never-
superior mesenteric and coeliac arteries could extendtheless, wrapping may play some role in delaying
the range of endovascular surgery into the treatmentaneurysm rupture. Unfortunately, as the true natural
of juxtarenal and thoracoabdominal aneurysms. Untilhistory of larger aneurysms remains uncertain, it is
then, the question whether one could justify employingimpossible to determine whether the patients in this
this old-fashioned technique, as a last resort, to delayseries would have had a different outcome, i.e. an
earlier rupture, should they have been offered no rupture in selected poor-risk patients unfit for open
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reconstruction with ligation of common iliac arteries and em-repair, with large aneurysms that extend above the
bolization of the aneurysm for the treatment of abdominal aortic
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